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EPIDIDYMOTOMY FOR ACUTE EPIDIDY- 
MITIS AS AN OFFICE PROCEDURE. 
Tuomas M. Dorsey, M.D., 


Director of the Dorsey Urological Clinic; Associate Urol- 
ogist in the University of Louisville, Etc. 
LouIsviLLE, Ky. 


Epididymitis is practically always secondary to 
inflammation of the deep urethra in the region of 
the ejaculatory ducts. The urethral inflammation 
is usually associated with involvement of the seminal 
vesicles and prostate gland. The severity of the 
epididymal inflammation bears no relationship to the 
degree of involvement in the deep urethra. In some 
of the most acute cases of epididymitis the posterior 
urethral involvement seems to be almost nil. 

The causative factor of epididymitis may be any 
of the pus-producing bacteria or even the tubercle 
bacillus. Acute attacks quite frequently develop in 
patients who are under constant catheter drainage, 
who are catheterized frequently, or who have been 
subjected to urethral instrumentation. The attack 
usually develops very rapidly and is accompanied by 
fever, pain, and rapid pulse. The course of such 
an epididymitis is usually short, the attack subsiding 
almost as rapidly as it appeared. In some instances, 
however, abscess occurs which may “point” toward 
the surface and has to be incised, or may open spon- 
taneously. The latter should never be permitted to 


happen; epididymotomy should be performed pro- - 


vided the inflammation does not quickly subside. 

Until about a year ago in our clinic we had been 
treating these cases conservatively by local appli- 
cations, strapping, rest in bed, ice-bags, etc. We 
found that such treatment had many disadvantages. 
In very acute cases pain was severe for a week or 
more and the patients looked septic after subsi- 
dence of the acute attack. Many of them continued 
to suffer from dull pain and uneasiness at times for 
months thereafter. Then, too, after the acute symp- 
toms had subsided, and treatment of the urethritis 
(which had been suspended) was re-instituted, re- 
currence of the epididymitis was frequently noted 
where palliative measures were utilized. 

Finding palliative treatment far from satisfactory, 
about a year ago we began performing epididy- 
motomy in cases of very acute epididymitis. The 
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results have been so gratifying that we now advise 
operation even in milder attacks. During the last 
year we have thus operated upon 20 patients; in two 
there was bilateral infection. In one of the latter 
both sides became involved simultaneously, in the 
other infection was first noted on the left side and 
about ten days later on the right side. In this latter 
case when the right epididymis became infected the 
patient requested immediate operation. 

Apparently the first surgeon to perform epididy- 
motomy for epididymitis was Pirogoff, in 1852; 
later (1864) it was done by H. Smith. They evi- 
dently merely punctured the epididymis from the 
outside. Epididymotomy was then neglected until 
revived by Francis P. Hagner in 1906. Since Hag- 
ner’s original report covering 66 successful opera- 
tions, a great many men have recorded series of 
cases and all those who have performed the opera- 
tion are enthusiastic about the ultimate results. 

The operative procedure we employ differs from 
the method of Hagner only in minor details. We su- 
ture the wound in a different manner, and the opera- 
tion is usually performed under local anesthesia. 
Hagner advised against local anesthesia. 

At first we operated only under ether anesthesia. 
This meant that the patient must either go to the 


hospital or have the operation performed at his 


home. We found many patients were unable to 
enter the hospital and their home surroundings were 
unsuitable for surgical work, consequently they had 
to get along without operation. Finally we decided 
to operate under local anesthesia at the office and 
let the patient go home shortly afterward. The 
results were so good that this plan is now followed 
even in the most acute cases. 

We use 20 to 30 c.c. of 0.5% novocaine solution 
to which has been added three to six drops of adren- 
alin, 1 to 1000. The method is much the same as 
Braun advocates in his book on local anesthesia for 
any operation on the testes. The best syringe is one 
made of glass, capacity 10 c.c., with a two-inch 
needle. 

The first step is to infiltrate the cord. This is 
done by grasping the cord between the thumb and 
forefinger of the left hand at the point where it 
emerges from the external ring. The needle is in- 
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troduced into the cord and from 5 to I0 c.c. novo- 
caine solution are injected in all directions; it is 
also well before removal to point the needle upward 
and inject a small amount of the solution into the 
inguinal canal to be certain of completely blocking 
all nerves in the cord. The needle is then pushed 
downward along the cord through the same point of 
entry to the region of the globus major and more so- 
lution is injected there. The scrotum is then circum- 
_ injected to the perineum on the side to be operated 
upon. This injection is made where the scrotal skin 
merges with that of the thigh. Even though the oper- 
ation is to be unilateral, Braun recommends anesthe- 
tizing the scrotal skin all the way around the same 
as would be done for bilateral operation. We have 
not found this necessary; complete anesthesia is 
secured by injecting one side. Finally, a small 
amount of novocaine solution is injected along the 
line of the proposed incision. 

In order that anesthesia may be complete it is well 
to wait ten or fifteen minutes after injection before 
beginning the operation. With the anesthesia thus 
obtained it is possible to handle the testicle and epi- 
didymis without the slightest discomfort to the pa- 
tient. Sensation is obtunded for two or three hours 
afterward, so that following operation the patient 
really walks with greater comfort than before. Even 
after the effect of the anesthetic is dissipated there 
is very little pain. 

The incision is made laterally so the tunica vagin- 
alis is opened near the epididymis. This incision is 
hardly visible after the lapse of a few weeks. In 
the very acute cases there is always present consid- 
erable hydrocele fluid so it is easy to incise the 
tunica vaginalis, but in cases of many days duration 
it not infrequently happens that the hydrocele fluid 
chas disappeared and the tunica vaginalis has become 
adherent to the tunica albuginea, and care must be 
exercised to not injure the testicle. Twice we have 
“nicked” the testicle without apparent ill-effect, but 
we prefer that this shall not happen. 

Upon opening the sac of the hydrocele the condi- 
tion found may. vary considerably. In some cases 
there is merely a clear, straw-colored fluid with no 
adhesions; in others the fluid is turbid, containing 
fibrin; and in some, particularly cases of long-stand- 
ing, there are many adhesions especially between the 
tunica vaginalis and the epididymis. With a blunt 
end of a knife or scissors the adhesions are freed 
and the testicle and epididymis are delivered through 
the incision. The inflammation is usually most se- 
vere at the lower pole, i.e., about the globus minor. 
This is probably due to the fact that, as the inflam- 


mation extends along the vas, it involves this part 
first and becomes concentrated in the small convo- 
luted tubules. These become occluded and check 
the progress of the inflammation. Occasionally the 


globus major is also. involved and rarely the inflam. 


mation is-more severe therein. ‘Apparently it never 


reaches the testicle itself. 
After delivering the testicle, the epididymis is 


carefully examined macroscopically and microscop- 
ically. Our pathological department has repeatedly 
examined small pieces of diseased epididymis with 
the following results: In the early stages of the dis- 
ease the ducts are distended with polymorphonuclear 


leucocytes, and among them are also phagocytic er- 


dothelial leucocytes. In places the lining epithelium 
is destroyed and the exudation is continuous with an 
extensive infiltration of the connective tissue spaces 
about the tubules. In places the tissue has been de- 
stroyed and dissolved so that small abscesses exist. 
At the periphery of the acute process there is infil- 
tration with lymphocytes and some fibroblasts, 
Within some of the leucocytes are flattened Gram- 
negative diplococci. In the later stages of the dis- 
ease the intertubular connective tissue is much in- 
creased and contains leucocytes and’ gonococci, both 
intra- and extra-cellular. Such a pathologic process 
should argue for drainage. We are sure recurrences 
of epididymitis are not uncommon and we have 
found gonococci in the epididymis eight years after 
infection. 

Macroscopically we sive found that where the 
inflammation is the most extensive the’ epididymis 
is hard and indurated. Occasionally minute absces- 
ses may be seen as yellowish-white dots. It is very 
rare that there is a single abscess large enough to 
give definite fluctuation. Multiple punctures with 
a tenotome are made in the indurated area, whether 
or not there is visible pus. The tenotome is plunged 
through the fibrous covering deep into the epididy- 
mis. It frequently happens that a drop of thick, 
yellow pus exudes when puncture is made. Smears 
from this are examined. Even though a drop of 
pus is found in one place it seems wise to puncture 
the whole indurated area. When a pus cavity 1 
found, the opening is enlarged to allow free drainage. 
Occasionally in making these punctures a smal 
artery is penetrated. Hemorrhage is easily arrested 
by a fine ligature of catgut. After sufficient pune 
tures have been made, it is well to irrigate the testi 
cle and epididymis with warm saline solution to re 
move the evacuated pus and blood clot. The vas 
is then injected with 2% mercurochrome solution. A 
drain, either of gauze or’ rubber tissue, is placed 
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lengthwise along the epididymis and brought through 
the lower end of the incision. The testicle is then 
pushed backward into the tunica. 3 

In closure our technic differs from that of Hag- 
ner. He and others close the tunica separately with 
continuous_catgut suture. We close the wound loose- 


ly with silkworm gut sutures passing: through all 
layers. 
to readily escape. 


This allows any ‘hydro¢ele fluid that forms 
In some cases where the tunica 
has been tightly. closed we have seen hydrocele fluid 
persist for some time. A large dressing is applied, 
held in’ place by an Alexander bandage. The patient 
is then allowed to go home, he takes a cathartic, and 
if possible remains in bed for two days. He later 
reports to the office for dressings. The gauze wick 
is removed on the third or fourth day and the su- 
tures in about a week. Although we advise rest in 
bed, in some instances the patients have not discon- 
tinued their work. The day following operation 
there may be some fever but usually there is little 
pain. In about thirty-six hours the temperature 
recedes to normal and remains so. 

Many of these patients, when they appear, look 
septic and suffer intense pain. There frequently is 
a rise in temperature and the pulse rate. Even the 
first day after operation the entire aspect has 
changed. The sallow, septic appearance has gone; 
the relief from pain is almost miraculous. A _ pa- 
tient requiring morphine in large doses before opera- 
tion generally sleeps without any drug even the first 
night thereafter. 

Epididymotomy is a rational surgical procedure. 
Belfield likens epididymitis to pus-tubes in the fe- 
male, and recommends surgical intervention. It is 
easy to understand why pain is intense. 
present under pressure with no means of drainage. 
The vas offers no outlet. Without operation nature 
has to take care of the process. This means the ab- 
sorption of pus into the system. This is a long 
process and must result in more damage to the 
tubules during resolution than could occur from use 
of the knife. It seems logical that the method that 
will check the inflammation in the quickest possible 
way will give the best chance for preserving a func- 
tionating epididymis. It may seem that puncturing 
the epididymis might block many of the tubules. 
This may be true, but it certainly does not destroy 
as many as would multiple undrained abscesses. In 
One recurrent case in our series, with a duration of 
seven months, practically the entire globus minor 
was replaced by an abscess cavity containing fully 
a dram of pus. 

In the very early cases, i.e., within forty-eight 


Pus 


hours after the onset, there is usually no pus. There 
is, however, a great deal of edema with thickening 
of the epididymis; and punctures are followed by 


_ serous oozing. In most of the later cases small ab- 


scesses are found. The relief of symptoms is just 
as marked in those having no pus as in those where 
pus exists. 

In only one case in our series was there a recur- 
rence on the side operated upon, and that was many 
months later and followed a fresh infection, the 
patient frankly admitting exposure. It is interest- 
ing to note that this man returned at once and re- 
quested operation. 

After epididymotomy we have been able to begin. 
local treatment of the urethritis much earlier than in 
patients not so operated upon. We feel that this is 
one of the strong points in favor of the operation. 

In all our cases the posterior urethral involvement 
has yielded readily to treatment after operation. 
Frequently the infection subsides with remarkable 
rapidity. In one man who, at the time of operation 
had decidedly bloody urine and marked posterior 
urethral symptoms, both urines were clear with no 
shreds two days after operation. In one patient with 
very slight posterior urethral involvement, we be- 
came overenthusiastic and passed sounds on the 
tenth day after operation. There was no recurrence 
on the operated side, but instrumentation did pro- 
duce an acute epididymitis on the other side. He 
requested immediate operation. 

We begin anterior irrigations about a week after 
operation and at the end of another week or more, 
depending upon the amount of posterior urethral 
involvement, we practice dilatation, vesical lavage 
and massage. 

The question of the effect of this operation upon 
fertility is, of course, important. The operation 
shortens the duration of the inflammation with- 
out any doubt, and it seems reasonable to suppose . 
that anything that does this is going to give the tu- 
bules a better chance to remain patent.- It is hardly 
justifiable in unilateral infection to open the vas to 
see whether motile spermatozoa are present, and any 
attempt to massage a single seminal vesicle is futile, 
so we must consider cases of bilateral infection for 
our data. From the cases reported, the number of 
bilateral infections is too small to draw any very 
definite conclusions, but those that can be drawn 
are favorable. They certainly prove that the Oper: 
tion itself does not produce sterility. 

Cunningham in 57 cases had 6 of bilateral infec- 
tion, and of these 4 had motile spermatozoa. Hag- 
ner in his series of 63 cases had 3 with bilateral in- 
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fection, 2 of which had motile spermatozoa after 
operation. 

We have had only 2 bilateral cases, and in only 
one of these have we had the opportunity of testing 
for spermatozoa. This man was operated upon for 
a very severe bilateral infection twenty-four hours 
after the onset. There was no pus but much serous 
oozing. Two months after operation the condom 
test showed many motile spermatozoa. He married 
two months after operation against our advice. At 
that time both urines were clear, with no shreds. 
His wife has since been examined and there is no 
evidence that she had contracted the disease. With- 
out operation it is generally conceded that at least 
65% of patients with bilateral infection are sterile. 
Some writers place the percentage much higher than 
this. 

We feel that the following conclusions are war- 
ranted : 

(1) Epididymotomy invariably affords immediate 
and permanent relief of pain; 

(2) There are no recurrences after operation un- 
less there is a fresh infection; 

(3) The course of epididymitis is without ques- 
tion shortened, as is also the urethritis; 

(4) Patients are probably less likely to be sterile; 
(5) Treatment of the urethritis can be begun 
much earlier ; 

(6) Finally, the operation can be safely and suc- 
cessfully performed in the office under local anes- 
thesia. 


THE TREATMENT OF SCIATICA BY 
QUININE-UREA INJECTION. 
ArtHur E. Herrzcer, M.D., FA.CS., 


Hatsteap, Kan. 


The management of this ubiquitous affection has 
given rise to much discussion which has resulted in 
many and varied therapeutic measures. I wish to 
detail a method we have used at this clinic for many 
years and which, so far as I can determine, has 
never failed. 

Sciatica may be defined as a painful affection of 
the sciatic nerve. Whether it is a neuralgia or a 
neuritis is immaterial for this discussion. It has 
nothing to do, however, with the sacro-iliac articula- 
tion, as some orthopedists would have us believe. 
_ The disease begins usually as a dull pain in the 
lumbar region or sometimes as a typical lumbago 
but more commonly in the lower gluteal region. 


pains extend down: the course of the sciatic nerve. 
The pains may be boring, burning or even lancinat- 


Following this premonotory discomfort definite 


ing and of extreme intensity. Occasionally the onset 
is rapid, the initial symptom being sharp, shooting 
pains extending down the nerve. The pains follow 
accurately the course of the sciatic nerve. The 
points of greatest intensity are usually at the sacro- 
sciatic notch, in the popliteal space and occasionally 
down the calf in the line of the peroneal and tibial 
nerves. These points also represent the areas of 
greatest tenderness. These pains may be continuous 
but are usually intermittent. They are often worse 
at night or after exposure to cold. To this clinical 
picture may be added the classical test of extending 
the leg on the flexed thigh. The stretching of the 
nerve by this manipulation increases the pain. This 
test is less reliable than simple palpation along the 
course of the nerve. The scoliosis which sometimes 
accompanies sciatica is indicative only of a severe 
and long-standing disease and may be ignored in 
the treatment. When the pain is relieved the spine 
assumes its normal position. 

Though the diagnosis is nearly always easy yet it 
is possible to make a mistake. Diabetes must always 
be considered, particularly if the affection is alter- 
nating or bilateral. If there are definite atrophies, 
paralysis or anesthesias a neurologist should be con- 
sulted. In diseases of the hip joint pain may extend 
down the leg but it is usually not so markedly in 
the ‘line of the sciatic and the points sensitive to 
pressure are absent. Besides physical examination 
shows some limitation of movement and the #-ray 
picture will show some bony changes. As a clinical 
entity sacro-iliac subluxation, particularly, must be 
banished as visionary, hypothetical and anatomically 
impossible. 

‘The treatment of sciatica by injections into or 
about the nerve of normal salt solution, eucaine, 
tropococaine, stovaine, and many other drugs has 
been advocated. Vastly more effective is quinine 
and urea hydrochloride. I have advised its use, 
both in my book on Local Anesthesia and in. volume 
I of my Case Histories, and I desire here to em- 
phasize its use. 

A solution of 1% quinine and urea hydrochloride 
is used. From 15.to 30 cc. are injected into and 


‘about the nerve at, the point where it lies over the 


neck of the femur. This point is selected because 
when the neck of the femur is reached by the 
point of the needle the operator knows the needle 
has been passed deeply enough and that if the nerve 
has rot been located the direction of the needle 
must be changed. 

The technic is as follows: The patient is placed 
on the unaffected side with the affected thigh half 


~ 
i 
fle 
th 
be 
fig 
i 
af 
: 
d 
| 
goe: 
i 
pati 
4 
th 
i 
stri 
be 1 
int 
am 
ecti 
to j 
11 
Stan 


Vor. XXXVIII, No. 4. 


ATKINSON—EyeE InyurIEs. 


JouRNAL oF SuRGERY. 


flexed. A point is selected on the line between the 
tuberosity of the ischium and the great trochanter, 
somewhat lateral from the midpoint, the exact dis- 
tance depending on the size of the patient. When 
the patient stands erect the nerve passes over the 
edge of the acetabulum, which is a point midway 
between the bony landmarks just mentioned, (see 
figure), but when the leg is semi-flexed, as above 
advised, the nerve glides lateral-ward along the 
neck of the femur (X in the figure). It is at this 
point that the needle must strike it. 


A wheal is first made in the skin with a fine 
needle. A ‘larger needle, long enough to reach the 


‘ depth required (preferably one of 18 gauge, and 4 


or 5 inches long) is passed slightly upward as it 
goes into the depth. If it strikes the nerve the 
patient will feel a pain shooting down the leg along 
the line of his former pains. The operator will per- 
ceive a sensation as if the needle had passed from 
muscle into rubber tubing—a peculiar elastic re- 
sistance. If the nerve is not struck the needle will 
strike the neck of the femur. The operator must 
then partly withdraw the needle and start in a new 
direction. Usually he will find that his needle has 
been passed too far medially. Patient search must 
be made until the nerve is located—by no means 
always a Simple matter particularly in stout patients. 
The solution to the amount indicated is deposited 
in this region. In thin subjects I use the lesser 
amount and in stout patients and for repeated in- 
jections the larger amount is used. I usually try 
to inject 5 cc. of the solution directly into the sub- 
stance of the nerve and the remainder in its imme- 


diate vicinity. 


After the injection has been made the patient 


should be kept in bed a day or two. Recent or 
mild cases are usually cured by one injection. Se- 
verer cases should be reinjected after a week. 
Severe, long-standing cases, particularly those com- 
plicated by scoliosis, may require as many as four 
or five injections. The intervals between the treat- 
ments should be a week or two. 

If the injection is made into the nerve a cure is 
certain. Usually the first injection produces a 
marked improvement. In rare instances the condi- 
tion seems to be aggravated but this passes off with- 
in a few days. There have been no complications 
or unpleasant sequellae, and so far as I know there 
have been no recurrences, 


CATARACT AND LENS DISPLACEMENT 
RESULTING FROM INJURIES. 
Donatp T. Atxinson, M.D., 

San ANTONIO, TEXAS 


A cataract resulting from injuries is often, though 
not always, due to a rupture of the capsule of the 
crystalline lens. This capsule is a thin membrane, 
very elastic in early youth, becoming less flexible as 
the years advance, and taking on a state of extreme 
friability in the aged. As soon as the lens capsule 
is interfered with there is a marked tendency for 
the fibers of the lens to become cloudy and later to 
assume the character of an opacity. To obtain this 
unfortunate result by an injury it is not necessary 
for the capsule to be ruptured, for opaque lenses are 
often seen where there apparently had been no 
breech in the integrity of the membrane, the catar- 
act having been the result of an inflammatory change 
either in the capsule itself or in the protein element 
of the lens. In one case coming under my observa- 
tion, immediately following a blow on the eye, the 
pupil was widely dilated with atropine and the lens 
examined with the ophthalmoscope. Nothing indi- 
cating an injury to the capsule could be made out 
and I rather confidently advised the patient that I 
believed his eye to be safe. After the third day, 
however, a slight haziness could be demonstrated at 
the periphery of the lens which gradually spread 
toward the nucleus, the process ending later in com- 
plete opacity. Following a blow on the eye a catar- 
act may develop without any untoward symptoms, 
providing the capsule is not ruptured, and the vision 
be lost for weeks or even months before the catar- 
act is discovered. | 

While there can be no question that cataract does 
sometimes result without there having been a breech 
in the continuity of the capsule the majority of trau- 
matic cataracts are directly due to ruptures of the 
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membrane occasioned by blows of sufficient severity 
to force the lens backward against its posterior por- 
tion. Here the structure of the capsule is much 
more friable than it is on the anterior surface and 
consequently easily ruptured. In some cases the 
injury to the lens may be due to a penetrating wound 
inflicted by an instrument, such as the point of a 
scissors, a pocket-knife, etc., or to some flying mis- 
sile. Such injuries are usually attended with pain, 
swelling and photophobia. These cases are not as 
commonly seen as would be supposed for when such 
accidents occur infection often sets in immediately 
and the eyes are lost. 

When the lens has suffered a simple rupture of 
its capsule there is apt to be a resulting iritis, a 
cyclitis, or both. With these complications there 
will be associated pain of an intense character which 
radiates along the branches of the fifth nerve. This 
is aggravated by light and is usually worse during 
the early morning hours. The iris has a muddy ap- 
pearance and is not readily influenced by mydriatics, 
as a plastic exudate glues the iris to the anterior 
capsule of the lens. The cornea is hazy, there is 
deep pericorneal injection and vision is almost en- 
tirely lost. In the treatment of this condition the 
first essential is dilation of the pupil. If the iris is 
adherent to the anterior capsule, this is not always 
easy to accomplish. Atropine sulphate, five grains 
to the ounce, should be instilled every half hour 
until the pupil is dilated. The toxic effect of the 
drug may be prevented by pressure with the finger 
over the lacrymal passages for a minute or two 
after dropping the solution into the eye. Cloths 
wrung out in hot sterile water should be applied as 
they aid greatly in relieving the pain, though opiates 
may have to be resorted to. 

If the globe has been penetrated the iris as well 
as the lens will have to be dealt with. When the 
iris protrudes it should be replaced. Lacerated tags 
of iris which hang in the wound must be snipped off 
with scissors before replacement is attempted. The 
pupil should be widely dilated with atropine if the 
corneal wound is central. If it is at the periphery, 
eserine is indicated to contract the pupil and pre- 
vent the iris from becoming incarcerated in the 
wound. The eye should be thoroughly sterilized, 
dressed with absorbent gauze and loosely bandaged. 
Strong solutions of atropine are indicated in all 
cases under forty-five years of age. After that 
time they should be used with caution as drugs that 
dilate the pupil predispose to glaucoma in the aged. 
The patient should be kept in a partially darkened 
room, for bright light aggravates the pain and pho- 


tophobia. Regardless of what treatment is instituted - 


in these cases glaucomatous symptoms may some- 
times present themselves in a few hours following 
the injury, making operation necessary. It is better, 
under these circumstances, to extract the lens 
through a linear incision in the cornea, preceded 
by a broad iridectomy. | 
In children with traumatic cataract, solution 
often takes place, this being due to the disintegrative 
action of the aqueous upon lens tissue. The greater 
the rent in the capsule, and the younger the patient, 
the more rapid will be the absorption of the lens. 
In young children whose lens capsules have been 
injured, nothing should be done to the eye except to 
dilate the pupil. When the rupture of the capsule 
is associated with a penetrating wound, in addition 
to atrophinization, the eye should be sterilized and 
treated surgically. 
esides becoming traumatized the lens is fre- 
quently dislocated as the result of a blow. A very 
singular case of this nature came under my notice 


about eight years ago. A patient, in whom I was’ 


observing the maturation of bilateral nuclear catar- 
acts, was brought to me with a history of having 
had his eye struck by the corner of a cabinet door. 
After a pronounced puffing of the lids subsided the 
partially opaque lens was seen to be misplaced lat- 
erally with its periphery barely visible at the margin 
of the pupil. His vision, shortly after the accident, 
was brought up to 20/20 by a plus lens of 9g diop- 
ters. I operated upon this man’s other eye for cat- 
aract two years ago and he now enjoys good bilat- 
eral vision. Since a few days following the acci- 
dent, he never has had the least discomfort with 
the injured eye. 

Partial dislocation of the lens laterally, with the 
periphery of the lens occupying a portion of the 
pupil, is an accident not infrequently seen. Some- 
times the capsule is not interfered with and the lens 
is transparent. The prismatic effect occasioned by 
the margin of the lens across the center of the 
pupil often gives origin to the startling phenomenon 
of double vision in the injured eye. 

While it seems to be contrary to all the laws of 
physics that a blow upon the eye should dislocate the 
lens forward into the anterior chamber, this is a 
very common accident. I have at this time under 
observation the case of a child of twelve years 
who, five weeks ago, sustained an injury to the 
globe from a b.b. shot projected from an air rifle. 
For several days the lens was obscured by the 
effused blood but when this was absorbed it was 
seen occupying a position directly in front of the 
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iris. Behind the lens, somewhat disintegrated, as 
the result of a needling done two weeks ago, may 
now be seen an extensive laceration of the iris. 

Dislocation of the lens into the anterior chamber, 
while presenting an alarming picture is not as seri- 
ous, usually, as where the lens is forced backward 
into the vitreous. A dislocation into the vitreous 
is a most formidable accident because the ultimate 
results of such a mishap are extremely unfavor- 
able. Very frequently blood from the ciliary pro- 
cesses is effused into the vitreous in such quantities 
that a glaucoma intervenes, this complication no 
doubt becoming predisposed to by the presence in 
the posterior chamber of the lens itself. 

A lens dislocated into the vitreous should not be 
interfered with unless its presence gives origin to 
symptoms, such as increased tension, or to mani- 
festations of irritation, such as photophobia or 
lacrymation. In the event that such indications 
present themselves an attempt should be made to 
extract the lens at once. While this is a procedure 
which may often end in failure, some eyes may be 
saved by the operation, whereas, without interfer- 
ence, all such eyes, when once taking on untoward 
symptoms, are lost. I regret to state that my re- 
sults from this operation have not been good. The 
two cases which I have operated upon were not bene- 
fitted and the patients ultimately lost vision in the 
injured eyes. Several cases are on record, how- 
ever, where 20/20 vision has been obtained as a 
result of this operation. In children and young 
adults a lens escaping into the vitreous may be ab- 
sorbed, if the capsule has been ruptured, but this 
is rather an infrequent termination as the greater 
elasticity of the lens in the young usually keeps 
the capsule intact. The same may be said of lenses 
in the anterior chamber, in which position there is 
a greater likelihood of there being a rupture of the 
capsule. I have seen a lens thus situated, in a child 
of ten, which underwent complete.absorption within 

Though it is said to be a rare accident it has been 
my fortune to see two subconjunctival displacements 
of the crystalline lens. In one of these cases the 
lens had been carried at least forty-five degrees 
from its original position. Operation was refused 
and vision was obtained by wearing a plus eleven 
lens before the aphakic eye. The patient returned 
two years afterward and the crystalline lens, evi- 
dently still in its capsule, was occupying the same 
Position as when at first seen. In my other case 
a panophthalmitis was present when the patient was 
first examined and the eye had to be enucleated. 


While I have not had occasion to operate for the 
removal of a lens so displaced it is said to be a 
comparatively easy matter to make an incision in 
the conjunctiva and. to do an extraction. Usually, 
a blow sufficiently severe to cause such an accident, - 
does so much damage to the other structures of the 
eye that vision is lost, as it was in my second case. 
There have, however, been numbers of cases report- 
ed where vision in the injured eye has been retained 
following subconjunctival dislocations. 


THE PREVENTION OF ACCIDENTS DUR- 
ING HERNIA OPERATIONS. 


F. Watson, M.D., 
CHICAGO. 


The operation for small reducible hernia is 
usually simple and easily carried out. In large, 
irreducible or strangulated hernia the operative 
treatment often presents unusual difficulties, be- 
cause of the danger of accidental injury of the 
bladder, bloodvessels and intestine. In inguinal 
hernia in males the vas deferens and spermatic 
artery are to be preserved. 

The vas deferens can be recognized by its hard 
cord-like feel. It is often intimately adherent - 
to the sac in complete congenital hernia and dis- 
section may be difficult. Care must be taken not 
to incise or divide it. If it’is accidentally divid- 
ed, it should be repaired by passing a fine plain 
catgut suture into the lumen of each cut end 
and then out through the wall; tying a knot in 
each end of the suture approximates the divided 
ends. A better method is to cut off the ends 
obliquely and do an end-to-end suture by using 
a very fine No. 16 cambric needle threaded with 
silk, such as is used in bloodvessel repair. 

The spermatic artery can be located by feeling 
its pulsation in the cord. It should never be 
unnecessarily divided, as cases are on record 
where atrophy or necrosis of the testis has fol- 
lowed the severing of this artery. Griffiths’, 
Bevan’, and others have shown that the artery 
of the vas deferens is usually sufficient to pre- 
vent atrophy or gangrene of the testis. 

The bladder is liable to be wounded in any 
operation for hernia. In direct hernia the inner 
wall of the sac is often in contact with the blad- 
der, which may be injured unless great care is 
taken in freeing and ligating the sac. If the 
bladder wound is recognized and carefully 
closed, there is little danger. The serious cases 
are those in which a portion of the bladder is 
excised by mistake for the sac, or when the 


— 
uted 
wing 
lens 
eded 
ition 
ative ‘ 
eater 
lent, 
lens. 
sule 
ition 
otice 
was 
atar- 
5 
dat- 
irgin 
dent, 
liop- 
cat- 
yilat- 
the 
lens 
the 
enon 
fae 
: 
2. 
e the 
nder 
years 
rifle. : 
aS 


AMERICAN 
JourNnaL oF SuRGERY. 


88 


Watson—HERNIA OPERATIONS. 


APRIL, 1924 


viscus is penetrated by the needle’ during the 
closure of the wound, and the accident’ is not 
recognized until several hours later when the 
symptoms of peritonitis appear. ~ 


jury to the bladder, necessitating a subsequent 
operation to close it. If a suspicious looking 


sibility of it being bladder can be excluded by 
one of the following methods: Injecting methy- 
_ lene blue solution into the bladder; distending 
it with air or water; passing a sound into it and 
palpating the tip in the wound; and by aspirat- 
ing the “cyst” with a fine hypodermatic needle 
and testing the fluid for urine. 

In infants and young children the bladder is 
situated higher than in older children. This 
point must be borne in mind, so as not to mistake 
the bladder for the hernial sac. 


While injury to the external iliac artery or 
_vein is rare, the possibility of it should always 
be remembered when passing the deep sutures 
through the shelving edge of Poupart’s ligament. 
To avoid this accident, the shelving edge of 
Poupart’s ligament should be well exposed, and 
care exercised not to take too deep a bite in it. 


In operating for recurrent hernia, especial 
care must be taken to avoid the external iliac 
vessels, which are sometimes very superficial on 
account of the thinning out of Poupart’s liga- 
ment. The needle should be guided through the 
shelving edge of Poupart’s ligament by the tip 


to the outer side of Poupart’s ligament and the 
iliac vessels depressed as the needle is passed 
through the shelving edge. It is a serious acci- 
dent to injure the vessels. When it happens, it 
is necessary to expose the vessel and suture the 
rent, using a No. 16 cambric needle threaded 
with human hair or the finest silk suture, coated 
with vaseline. Every surgeon should have these 
. needles and sutures in his instrument bag. 


The deep epigastric vessels are easily tied if 


located near the origin of the deep epigastric 
artery from the external iliac artery, when it is 
necessary to treat it the same as an injury of 
the exterral iliac artery, which has just been 
described. Erdmann? reported a case in which 
he accidentally severed the deep epigastric 
artery at the point where it leaves the external 
iliac artery. To.control the hemorrhage he was 
compelled to suture the rent in the external iliac 


A persistent urinary fistula may follow in- 


“cyst” is encountered during operation, the pos- 


of the index finger, or the finger can be placed. 


wounded, unless the injury is inaccessible and. 


artery. He believed the accident was due to the 


_use of a cutting-edge needle. 


«.In operating for femoral hernia the surgeon 
must be on the outlook constantly for the deep 
epigastric artery and vein, the femoral vein, and 
an aberrant obturator artery. If the deep 
sutures are placed too close to the femoral vein, 
the pressure may result in a transient edema- of 
the lower extremity, or rarely a thrombosis. 7. 

\ Willist related the experience of a physician 


who incised a saphenous varix by mistake fora 


femoral hernial sac. He was so surprised he 
fainted; and an assisting physician checked the 
hemorrhage and saved the patient’s life. 

The intestine is Sometimes incised by mistake 
for the sac, especially in sliding hernias. Oc- 
casionally intestine is in the sac and is not rec- 
ognized, or is mistaken for omentum. 

An accidental incision of the intestine should 
be repaired immediately by Lembert sutures or, 
if the opening is very small, a pursestring suture 
will be sufficient. A second running stitch is 
used to reenforce the first row; and finally, a 
piece of omentum should be tacked over the 
wound to prevent leakage and adhesions. 

A loop or knuckle of intestine may be caught 
in the ligation of the sac. This accident can 
always be avoided if the sac is opened, even 
though it is very small, and carefully examined 
before ligating; its interior should also be in- 
spected after ligating, before cutting off the sac. 

The sac should always be examined very care- 
fully. Bladder involvement should be suspected 
when the sac is thick, when it is covered by a 
quantity of lemon-colored properitoneal fat, or 
when there are numerous bloodvessels on its 
surface. When the bladder is in the sac wall, it 
is nearly always on the inner side, and for this 
reason the sac should always be opened at a thin 
white point on the other side. 
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HERNIA. 

No one has ever demonstrated that the orifice of 
hernia can be caused by any sort of pressure or that 
a hernial sac can be made to appear through any 
artificially produced “weak spot,” or that the peri- 
toneum can be pouched by any accidental or pur- 
poseful experiment—G. Paut LaRogvueE in Inter- 
national Clinics. 
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THE DANGERS OF LOCAL ANESTHETICS. 


A few years ago Emil Mayer, of New York, as 
chairmam of a committee of the Section on Laryn- 
gology, Rhinology and Otology of the American 
Medical Assotiation, published a report of its inquiry 
into the toxic effects of local anesthetics, to which 
we made editorial reference. Further studies of this 
subject have been conducted by another committee, 
of which Dr. Mayer is also chairman, under the 
auspices of the Council on Pharmacy and Chemistry 
of the Association; and there has appeared in the 
Journal of the A. M. A., March 15, 1924, the analy- 
sis of 43 unpublished fatalities and of many non- 
fatal accidents that have resulted from the employ- 
ment of local anesthetics. - 


The reader is referred to an abstract of the report 
on another page of this issue of the JouRNAL or, 
better still, to the report itself. It carries important 
lessons, chief of which is that none of the local anes- 
thetics may be employed with impunity in unmeas- 
ured amounts. While 26 of the 43 fatalities followed 
the use of cocain, the other, synthetic, anesthetics 
have caused a sufficient number of these unfortunate 
results to emphasize this point. Local anesthetics 
may be used with safety, however, and the report 
includes a statement of the precautions to be ob- 
served. Without here repeating these, it seems worth 


while to mention the more striking lessons that 
should be taken to heart:-The amount of any anes- 
thetic drug applied or injected should be within a 
known quantity, and a quantity known to be safe. 


' Swabbing or spraying freely with a solution of co~ 
‘cain is theréfore risky. Neither cocain nor butyn 
should be injected submucously or subcutaneously. 


The practice that many throat surgeons indulge in 
of applying cocain crystals and cocain paste is unre- 
servely condemned. There is no safer substitute for 
cocain as a topical application, but five percent. solu- 
tions in the pharynx, Io percent in the nose, are suffi- 
ciently strong and in these solutions, not more than 
I—1.5 grains should be’used. Cocain solution in 
the urethra, especially where the mucosa was trau- 
matized, was the cause of several deaths. 

The profession is indebted to the committee that 
has made this investigation, especially to Emil 
Mayer, its chairman, who has for several years been 
collecting and analyzing the data studied. 


THE CHEMO-BACTERICIDAL TREATMENT 
OF SEPSIS AND OF SEVERE SUP- 
PURATIVE PROCESSES. 


Since Hugh H. Young and his co-workers at the 
Johns Hopkins Hospital evolved mercurochrome 
the profession has followed with interest the pub- 
lished reports concerning the uses and effects of this 
antiseptic, of which the body tissues appear to be so 
tolerant, and of other non-toxic antiseptics derived 
from combinatiors of mercury and dyes. About 
a year ago there appeared in the Bulletin of the 
Johns Hopkins Hospital the report of some strik- 
ing cures of very severe and threaten-ng suppura- 
tive processes in, or arising from, the urinary tract, 
which promptly followed the intravenous injection 
of mercurochrome solution. 

In a very recent publication, abstracted on another 
page of this issue of the JourNaL, Young and Hill: 
record twelve quite remarkable cures of sepsis or 
of severe pyogenic infections. In seven of these 
—instances of infection with bacilli or cocci or both 
—two of them with demonstrated bacteremia, mer- 
curochrome solution was injected intravenously in 
definite dosage ; i 
staphylococcus infection—three of them with bac- 
teremia, gentian violet solution, also in definite dos- 
age, was injected intravenously. It would be too 
much to conclude, however, that the results were due’ 
to these remedies. 

The attempt to control sepsis by the introduction 
into the blood stream of chemical bactericides is, of 


in the other five—instances of . 
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course, far from new. One need but to think back 
to those days, not long agone but antedating the 
epochal chemotherapeutic investigations of Ehrlich, 
when Déclat’s solution of carbolic acid and Crédé’s 
colloidal silver, had considerable vogue. Vaunted 
for a time, they have gone into the discard. We 
have now come upon other days and other methods 
of experimental observation, however; and while 
it would be unwise—and unfair—to read into 
Young’s report anything more than the record of 
accomplishment in a dozen striking cases, it would 
also be unwise to pass it by as lacking in portent. 

Even though, in the hands of others, the percent- 
age of cures of sepsis and of pyogenic processes by 
mercurochrome or by gentian violet, may be very 
small, the work of Young and his collaborators, on 
the face of their reports, is encouraging. It should 
give a fresh impetus to chemotherapeutic experi- 


as we have chemical agencies that will destroy plas- 
modia and spirilli in vivo, so, too, we shall come 
upon a rion-toxic chemical agent or a series of such 
agents which, introduced into the circulation, will 
destroy bacteria in the blood and in other tissues 
and fluids of the body. 


MEDICAL DISEASES: PNEUMONIA. 
Pneumonia is frequently called by surgeons “a 
medical disease” and of course the illness as such 
allows of no surgical interference. The designa- 
tion as “a medical disease” is distinctly inept not 


course of the disease due to the pneumococcus or 
other offending organism, and because of the fre- 
quent occurrence of pneumonia after operation, but 
also because of -the difficulty that arises in differ- 
ential diagnosis of abdominal surgical conditions 
and pneumonia at their onset. 

Empyema, lung abscess, peritonitis, otitis media, 
arthritis, parotitis, and metastatic abscesses may 
demand the attention of the surgeon. The frequency 
of discovery of postoperative pneumonia depends 
largely upon the assiduity and the frequency with 
which the patient is examined after operation. It 
is extremely common though it may be quite tran- 
sient and not severe, 

The most interesting relation is in differential 
diagnosis. It is in the experience of many surgeons 
to have operated upon a case for what was consid- 
ered appendicitis that proved to be referred pleu- 


In this type of case the appendix is normal or at 
most the seat of old scars. The patient in whom 


ments for, certainly, it stimulates the hope that, just. 


only because surgical complications may arise in the | 


ritic pain heralding the approach of a pneumonia. | 


the mistake {s made is usually a child, occasionally 
an adult. Children almost never, but adults fre- 
quently are affected with postoperative pneumonia, 
which fact is an important point in differential diag- 
nosis. If, after an operation for supposed appendi- 
citis, the child shows signs of pneumonia, we may 
with great surety say it is a pneumonia independent 
of operation and that the pain was due to the re- 
ferred pleural irritation. But if an adult who is 
operated upon under the same conditions, with nega- 

_ tive findings, develops pneumonia, one must assume 
that the condition is that of postoperative, not pri- 
mary pneumonia. 

This subject is at least suggestive of the fact that 
the expression “a medical disease” as applied to 
pneumonia (and some other conditions also) is a 
misnomer. It should further suggest that the sur- 
geon who can employ a stethoscope with accuracy, 
far from losing his prestige in surgical circles be- 
comes an infinitely better surgeon and distinguishes 
himself from the mere technician.—J. B. S. 


Progress in Surgery 


Selections from Recent Literature 


The Toxic Effects Following the Use of Local Anes- 
thetics: Analysis of Reports Submitted to, and 
Recommendations of, Committee for Study of Toxic 
Effects of Local Anesthetics. Emm Mayer, New 
York, Journal of the A. M. A., March 15, 1924. 

A study of reports of forty-three fatalities and numer- 
ous non-fatal accidents has been made by the Committee 
of which Mayer is chairman. The symptoms in fatal 
cases have been tabulated. Concentrated solutions of co- 
cain, and cocain with fairly large doses of epinephrin 
injected into the tissue, have caused the greater number 
of fatalities. The local application of a small amount of 
dilute solution of cocain alone (but of sufficient concen- 
tration to cause complete anesthesia) has caused no 
deaths, except some of those following urethral injection, 
of which the committee has been able to learn. Procain 
(novocain) is certainly far safer than any of the other 
local anesthetics in common use, but that does not mean 
that procain should be used without caution, for it is 
capable of causing death when large doses are injected 
into the tissues. Butyn, alypin, apothesin, stovain and 
cocain are probably about equally dangerous when in- 
jected into the tissues, and when concentrated solutions 
are applied. Urethral injections constitute a special 
source of danger. Absorption does not take place readily 
from the bladder or bronchial mucous membrane. The 
Committee has not been able to add materially to its 
knowledge of ‘the comparative value of the several local 
anesthetics in special fields of medicine. Emphasis is 
placed on the danger attending the use of cocain paste 
(so-called cocain “mud’’), and suggestions are made con- 
cerning the concentrations of solutions to be used. The 
reports of fatalities afford no evidence that epileptics are 
especially sensitive, and it may be added that while status 
lymphaticus is mentioned frequently in the necropsy rec- 
ords, the Committee is of the opinion that status lymph- 
aticus is not a frequent cause of death with the local an- 
esthetics. 

Cocain should not be injected into the submucous tis- 
sue or subcutaneously. Cocain paste (“mud”) should 
not be used as a preoperative measure. Its use in that 
way is unreservedly condemned. -Local anesthetics 
should not be injected into the urethra when trauma or 
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stricture exists. Especial care should be exercised in the 
use of local anesthetics when constitutional disease of a 
grave character exists. The Committee believes that 
local anesthetics may be applied safely in the following 
concentrations and total amounts: Cocain in the mouth 
and epipharynx (preoperative), 5 per cent; in the nose, 
not over 10 per cent, and in total amounts of from 10 to 
15 minims, containing from 1 to 1.5 grains; in the eye, 
not over 5 per cent; in the larynx and bronchi, not over 
20 per cent—preferably 10 per cent, in two applications— 
and not over 15 minims total, containing from 1 to 1.5 
grains. Procain should not be used in greater concen- 
tration than 1 per cent; apothesin not greater than 2 per 
cent and not more than 1.5 grains; butyn should not be 
injected, but may be applied in 2 per cent solution. 
Epinephrin (adrenalin) serves a valuable purpose in caus- 
ing a bloodless field and in delaying the absorption of 
the local anesthetics, especially procain, but the addition 
of epinephrin in amounts of 1 mg. or more to a solution 
of cocain often results in a greater degree of toxicity than 
that from cocain alone when rapid absorption takes 
place; hence, the use of larger doses of epinephrin with 
cocain is deemed unsafe, and epinephrin should not be 
used in greater concentration than 1:10,000 and of this 
not more than 100 minims with cocain. Somewhat larger 
total amounts of epinephrin may be used with solutions 
of procain, but not more than 1 mg. of epinephrin should 
be used, and even this dose may be unsafe in patients 
suffering with hyperthyroidism. Further investigation of 
the actions of epinephrin are urgently needed. When 
severe toxic symptoms result, efforts should be made to 
sustain the heart in order that the drug may be carried 
to the liver, where it is destroyed. 

Cardiac massage, and, perhaps, epinephrin in proper 
intracardiac doses, are indicated when the heart has 
stopped. The Committee cannot endorse the views of 
those who recommend large intracardiac doses of epin- 
ephrin, and not more than 2 cc. (30 minims) of a solution 
of 1:10,000 is recommended. The Committee is unable 
to state the dosage of strophanthin and digitalis in ‘such 
cases, but large doses are almost certainly dangerous. 
Artificial respiration is indicated, as a rule. There is no 
evidence that the inhalation of ether or the injection of 
morphine has any value as an antidote to the local anes- 
thetics, but, on the contrary, the use of morphine in such 
cases is considered distinctly dangerous. Ether is pos- 
sibly of value in controlling convulsions. All doses of 
local anesthetics—however applied—should be measured 
accurately. This is manifestly impossible when prepara- 
tions of unknown composition or concentration, including 
those that have deteriorated, are used. All solutions 
should be freshly made and should be sterile. 


The Treatment of Septicemia and Local Infections by 
Intravenous Injections of Mercurochrome-220 Soluble 
and of Gentian Violet. Hucu H. Youne, and Jus- 
tina H. Hutt, Baltimore. The Journal of the A. M. A, 
March 1, 1924. : 

In a case of amend septicemia due to the colon bacillus, 
the patient being almost moribund, the condition cleared up 
following the intravenous injection of 34 cc. of I per cent 
mercurochrome solution. The rapidity of restoration from 
imminent death to normal health is said to have been almost 
unbelievable. In a case of staphylococcus septicemia and ex- 
tensive subcutaneous abscesses following severe injury an in- 
travenous injection of mercurochrome resulted in the rapid 
disappearance of an extensive retroperitoneal infection (peri- 
nephric abscess) without operation. In a case of retroperi- 
toneal abscess following bladder instrumentation, a colon 
bacillus infection, intravenous injection of mercurochrome 
caused a rapid disappearance of the abscess. In a case of 
carcinoma of the bladder involving the left ureter, an exten- 
Sive excision was done with the cautery. Two months later 
Pyonephrosis developed on the left side, which disappeared 
after intravenous treatment with mercurochrome. A case of 
bilateral chronic pyelitis due to bacillus lactis aerogenes was 
treated by an intravenous injection of mercurochrome with 
complete cure. A case of chronic cystitis following prostatec- 
tomy, with colon bacillus and staphylococcus albus infection 


was sterilized by intravenous injection of mercurochrome. A 
child, very septic from pyelitis due to colon bacillus apparent- 
ly was saved by mercurochrome intravenously. In addition 
to these seven cases, mercurochrome has been used intraven- 
ously in several cases of pyelitis and also other local infec- 
tions. In some of the cases of pyelitis the urine was promptly 
sterilized. In others there was improvement, but bacteria 
still persisted in the urine. This was true also of a case of 
chronic prostatitis and cystitis with colon bacillus infection in 
which, after the injection of 6.8 mg. per kilogram, the organ- 
isms still persisted. In other cases, however, the sterilization 
of the urine was very prompt and permanent after a single 
injection of mercurochrome in doses varying from 3 to 5 mg. 
per kilograrn. It is evident, therefore, that the drug is not 
efficacious in all cases, and it is probable that colon bacilli 
differ from one another in their resistance to mercurochrome 
just as they differ markedly in other respects. In their ex- 
perimental and clinical work on antiseptics, the authors have 
been greatly impressed with the value of gentian violet in 
the local treatment of staphylococcus infections. The five 
cases treated by gentian violet comprise just as desperate 
cases as some of those treated by mercurochrome, and gave 
just as brilliant results. In all of these cases the infecting 
agent was a staphylococcus. Gentian violet has had an appar- 
ently selective action against gram-positive staphylococci. 
Cases in which it did not affect the streptococcus or the colon 
bacillus are cited. In the case of gentian violet, the intraven- 
ous injection of 5 mg. per kilogram is immediately followed 
by a most alarming cyanosis, which is simply due to the dye 
in the blood, which causes no harm and passes off in a few 
hours. Otherwise, practically no reaction results. The 
authors believe that 7, and possibly 10, mg. may be adminis- 
tered, once, without injury. 


A Case of Embolectomy. Sven Lunoperc. Acta Chirur- 
gica Scandinavica. March, 1924, : 

A woman 62 years of age, with mitral insufficiency, got an 
embolus in the ‘femoral artery one week after having under- 
gone an operation for strangulated hernia. The femoral 
artery was dissected out: at which the embolus got loose and 
was carried by the circulation down into the popliteal artery, 
where embolectomy was performed 19% hours after the on- 
set of the symptoms. Complete restitution was secured. 


The Fate of the Patient with Skull Injury Repaired Ac- 
cording to the Plastic Method of v. Hacker-Durante. 
(Uber das Schicksal nach v. Hacker-Durante plastitch 
gedeckter Schadelverletzter). Hans Karer, K6nigs- 
berg. Archiv fiir Klinische Chirurgie, Volume 128, 1924. 

While several of the most prominent German surgeons 
favor the free autoplastic graft for covering skull defects 
due to injury, the author’s experience with the v. Hacker- 

Durante plastic flap is most satisfactory. This flap consists 

of a portion of the adjacent outer table of the skull with 

periosteum attached which is swung into place on a periosteal 
pedicle. The experience is based on observations in 72 pa- 
tients with war injuries. The advantages are: The gradual 
replacement of the normal status of bone, organic and physio- 
logic closure, rapid strengthening of the bony covering, cer- 
tain nourishment of the flap, short and simple operative pro- 
cedure, little chance for infection, and the least harmfu 
handling of the bone that is transferred. 


Suppurative Otitis Media Treated by Zinc Ionization. 
T. B. Josson, England. The British Medical Journal. 
March I, 1924. ; 

During the past year 50 patients were referred for treat- 
ment by ionization. They included 57 suppurating ears, and 
of these 45 were treated by ionization. In 29 of these the 
otorrhoea rapidly ceased; 2 relapsed after a few weeks, 13 
were not cured, and of 3 the result is not known. This 
gives a percentage cure of 60. 

Of those not cured 6 were cases of cholesteatoma and 2 
were old mastoid operation cases. Neither of these classes 
is quite a fair test of this method of treatment: Omitting 
these eight failures the percentage cure works out at 80. By 
cure is meant complete cessation of discharge. The advant- 
ages of treatment by ionization are: It will cure any case 
of otorrhea which is curable by drops, and in one-hundredth 
part of the time, thus saving an enormous amount of the pa- 
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tient’s, doctor’s, and hospital’s time. It will cure a large num- 
ber of cases which do not mend with ordinary antiseptic 
treatment. 


The Treatment of Primary Inoperable Carcinoma of the 


Breast by Radiation: Report of 54 Cases from the 
Breast Clinic. Burton James Lee and Ratpu E. Her- 
ENDEEN, New York City. Radiology, March 1924. 
Recent reports call attention to the dangerous and some- 
times fatal results from giving routinely the so-called 100 per 
cent, or carcinoma dose, to the tumor. Satisfactory re- 
gression can usually be accomplished by a fractional dose 
method of treatment. Careful physical and roentgenographic 
examination is neccessary to determine the proper method of 
_ treatment. The inoperable cases comprise approximately two- 
thirds of the primary carcinomata of the breast. Routine 
bionsy for diagnostic purposes is unnecessary, and may result 
in dissemination of the disease. The roentgenographic picture 
of early chest metastasis is characteristic but is frequently 
not recognized. Radiation of bone metastases usually gives 
relief from pain. The type of radiation and the dosage to be 
employed can be determined only by a study of the individual 
patient. The dangers of over-radiation are generally under 
estimated. Treatment by radiation lengthens life and relieves 
suffering, 


Contribution to the Question of Intrathoracic Goiter. 
(Beitrage zur Frage der Struma intrathoracica). Tu. 
HONERMANN, Freiburg. Archiv fiir Klinische Chirur- 
gie, Volume 128, 1924. 

In the Innsbruck clinic in 1473 cases of goiter, 487 (32%) 
were intrathoracic. Intrathoracic goiters are defined as those 
whose greater portion is below the clavicle level. 

The symptoms are marked dyspnea with an apparently 
small thyroid tumor, marked displacement of the trachea, 
fixation of the trachea, and signs of pressure on the great 
veins with back stoppage that cannot be explained by any 
visible tumor. The neck veins fill from below when they are 
emptied by the finger, and the arm veins do not empty when 
the arm is held high. There may be recurrens paralysis or 
paresis, sympathetic paralysis with regression of the eyeball, 
contracted pupils and ptosis, and positive findings with 
tracheoscopy. 

The removal is more difficult than the recognition. Little 
attention should be paid to cosmetic result. The goiter 
should be shelled out with the finger after double ligation 
of the vessels, and if cystic it may be opened before being 
drawn up. If necessary the sternum may be split according 
to the method of Sauerbruch, but this was found necessary 
only once in over 500 cases in Innsbruck. 


The Heart in Hyperthyroidism. Wr1am DAMFSHEIK, 
Brookline, Mass. The Boston Medical and Surgical 
Journal, March 20, 1924. ‘ 

The author draws from his studies these conclusions : 

1. Forty cases with cardiac damage in 141 of hyperthy- 
roidism puts the cardio-vascular symptoms of hyperthyroid- 
ism above all others in importance. 

2. All cardio-vascular symptoms may well be explained by 
assuming that hyperthyroidism represents a toxemia of 
some sort, with especial predilection for the myocardium. 

3. The heart that is not clinically damaged is probably one 
undergoing irritation from the toxin. This causes the sub- 
jective symptoms of palpitation and precordial pain, and the 
objective symptoms of rapid and forceful action. 

The presence of forceful apex impulse, thrill, loud first 
sound, questionable presystolic murmur suggest mitral sten- 
osis; the presence of peripheral pulsations and “pistol- 
shots,” of high systolic pressure, Corrigan and capillary 
pulse suggest aortic regurgitation, 

4. Damaged hearts probably represent myocardial destruc- 
tion of more or less degree. 

(a) Cases with paroxysmal arrhythmias, and with par- 
oxysmal heart-block, occurring as they do usually in younger 
people, show a damaged heart muscle, with, however, enough 
good muscle for compensation. ‘ 

(b) Cases with heart-failure, coming in persons below 40, 
are usually end-results of a full-blown hyperthyroidism with 
very marked toxic action over a short period. 

(c) Cases with heart-failure in persons over 40 (usually 


tion of choice in the majority of such cases. 


over 50) are usually end-results of a mild or atypical hyper- 
thyroidism, usually with adenoma, the toxic action of which 
has acted in small doses over a period of 20 years or more. 

5. Suspect hyperthyroidism in cases showing paroxysmal 
arrhythmia; in young people with severe precordial pain or 
with attacks of palpitation; in women over 40 with heart- 
failure and thyroid adenoma. 

6. Medical treatment, except preliminary to operation, has 
no place in hyperthyroidism. Surgery (with x-ray as a poor 
second), by removing the source of the toxemia, is the only 
means of combating the disease. More attention, especially 
surgical attention, should be focused on adenoma of the 
thyroid. In middle-aged persons surely, in persons over 20 
probably, it should be removed surgically. 


Contributions to the Surgical Pathology of the Duo. 

denum. (Beitrage zur chirurgischen Duodenalpathologie, 
IIT.) Ep. Metcuorr, Breslau. Archiv fiir Klinische 
Chirurgie, Volume 128, 1924. 

A case is reported of a boy of 17, with symptoms of duo- 
denal obstruction, due, as proved on operation, to a mass of 
suppurating glands, with pancreatitis and fat necrosis. There 
were few and mild symptoms. Another case of gastroduo- 
denal atony is qucted which was due to pancreatitis. There 
was biliary vomiting, which is the only sign hefore the pan- 
creatitis shows itself through the peritoneum. 

These cases are the text of the author, who believes that 
in pancreatitis the duodenal obstruction may be due to me- 
chanical and to functional causes. 


Partial Gastrectomy for Gastrojejunal Ulcer. Donatp C. 
Batrour, Rochester, Minn. Annals of Surgery, March, 
1924. 

The Mayo Clinic is finding increasing indications for 
partial gastrectomy for gastrojejunal ulcer, including its 
complications, colon fistulas, and so forth, and in twelve cases 
there has been no mortality. In view of the serious condi- 
tion of many of these patients, the extensive inflammatory 
products in the operative field, and the fact that several 
operations have been performed on some of them, this is 
very gratifying. The results thus far have been excellent. 
Balfour is convinced that partial gastrectomy is the opera- 
He describes 
his technic in detail. 


Poor Results after Gall-Stone Operations. (Misserfolge 
nach Gallensteinoperationen). E. Lrex, Danzig. Archiv. 
fiir Klinische Chirurgie, Volume 128, 1924. 

The usual surgeons’ statistics of after-results in cholecys- 
tectomy are not as reliable as the impressions that may be 
gained from practitioners. Liek quotes the statistics of 
other operators which show a higher percentage of poor re- 
sults than one would think. His own observations show 18 
deaths in 131 cases, and a recurrence of colic in 33% of the 
cases. Even in the instances in which the diagnosis and 
operation have been correct, the symptom of colic quickly 
returns. This may be due to new formed stones, post-opera- 
tive adhesions, or a low grade inflammatory process. The 
nervous-motor mechanism of the gall-bladder and ducts 1s 
an unknown subject, so Liek merely surmises that the prin- 
cipal trouble after “ectomy” is due to the removal of an 
organ which makes a void in a previously orderly arrange- 
ment of a muscle-and-nerve system and the body does not 
accommodate itself to the defect. 

It is probable that some patients have been operated upon 
who are merely suffering from hysteria, yet such a diagnosis 
is extremely difficult. One should consider well in view of 
the really appallingly poor after-results, before removing 4 
gall-bladder that apparently functions well. 


Hepatic Cirrhosis and the Question of the Operative 
Treatment of Chronic Ascites. FF. Parkes WEBER, 
London, England. International Clinics, Vol. 1, 34th 
Series (March, 1924). 

Operative treatment of the omentopexy types has led to 
good results in various kinds of chronic ascites, notably 
non-alcoholic (“idiopathic”) cases of hepatic cirrhosis, but 
likewise in some supposed alcoholic cases, even when alcohol 
was not entirely abandoned, and in some cases with a posi 
tive Wassermann reaction in which antisyphilitic treatment 
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was likewise employed. It is not likely to be. attempted in 
extremely feeble, cachetic, and broken-down subjects. 

In judging of the value of omentopexy, it must not be for- 
gotten that patients occasionally recover from chronic ascites 
supposed to be connected with hepatic cirrhosis after treat- 
ment only by paracentesis abdominis. ; 

In nearly every case of omentopexy repeated tapping will 
be needed after the operation and in successful cases the cure 
of the ascites is often a “late” one. : 


Bloodless Splenectomy. (Milzexstirpation in Blutleere). 
Eucen Huser, Wurzburg. Archiv fiir Klinische Chir- 
urgie, Volume 128, 1924. 

Injections of adrenalin works in the case of large spleens 
by causing the bloodvessels of the spleen to contract and 
empty their blood into other parts of the general circulation. 
This contraction and anemia due to adrenalin allowed a 
large Banti’s spleen to be removed almost bloodlessly. 
Emptying the spleen of blood by adrenalin is recommended 
in operations upon the spleen, particularly splenectomy. In 
a case of a boy, 16 years old, (upon whom a splenectomy was 
finally performed) on several days the injection of adrenalin 
caused a palpable diminution in the size of the spleen, which 
is considered the rule. Before and during the operation, 1 
mg. of adrenalin was given at 30-minute intervals. Two 
injections were given after the operation. 


Value of Diagnostic Excisions and Diagnostic Curettage 
in Gynecology. Rosert T. Frank, Denver. Journal 
of the American Medical Association, February 23, 1924. 

Five cases are cited in substantiation of the thesis that not 
only are exploratory excisions and curettages justified in 
gynecology, but also that these small interventions are indis- 
pensable. No amount of clinical experience, sagacity and 
knowledge can take the place of accurate microscopic diag- 
nosis. ‘Those practitioners who fear to use the scissors or 
scalpel in making their excision can use the cautery knife, 
which seals the lymphatics and tissue spaces, and thus more 
surely obviates the possibility of spreading cancer cells. Ex- 
ploratory curettage never causes dissemination of adenocar- 
cinoma of the corpus. Curettage may, however, produce an 
attack of pelviperitonitis, if practiced in the presence of acute 
or subacute cervical or tubal infection. In Frank’s exper- 
ience, practitioners, including especially those “who do their 
own surgery,” and also the “occasional operator,” omit diag- 
nostic excisions and exploratory curettages more often from 
a feeling of cocksureness and from ignorance of the many 
possibilities than from dread of disseminating cancer cells. 
Another serious danger to the community, in addition to the 
overzealous wielder of the scalpel, is the untrained “pathol- 
ogist,” and the lay technician. The rush of hospitals to be- 
come “standardized” has strained the output of competent 
pathologists to the utmost, and many half trained and incom- 
petent individuals at present fill positions of trust and res- 
ponsibility. 

The Surgical and Irradiation Treatment of Benign and 
Malignant Growths of the Uterus. G. Crark, 
Philadelphia, Pa. International Clinics, Vol. 1, 34th 
Series (March, 1924). 

Were the radical operation abandoned, and all of these 
cases submitted to those surgeons and radiologists who have 
given this treatment careful study and who possess enough 
radium to be really effective, the sum total of results, both 
as to symptomatic relief and ultimate cures, would be de- 
cidedly in favor of irradiation. As to the value of deep +-ray 
treatment, this question is as yet decidedly in flux, and our 
skilled, conservative roentgenologists are as yet hazarding 
no such optimistic statements as those issued from some of 
the clinics. 

The conclusions of the staff of the Gynecologic Depart- 
ment of the University Hospital upon the use of radium, 
after a study of 144 irradiation cases of cancer of the cervix 
that have passed the five-year limit, are: 

(1) Radium in 100-mg. amounts will yield most-gratifying 
results if properly applied. No one should attempt to treat 

(2) To pursue a set course without variation in the fre- 
quency of treatment, regardless of the progress of the heal- 
ing, is hazardous. 


(3) To obtain the best results, the first application should 
be done under nitrous oxide anesthesia, because a more care- 
ful examination may ‘be made, and the radium can more ad- 
vantageously be brought in contact with the malignant areas, 
either through radium tubes or by radium needles. Gauze 
packing instead of metal shields has proved of much greater 
value for protective purposes. 

(4) The process of cure ses through three stages: 
— destruction, connective tissue formation, and hyaliniza- 

on. 

(5) A hysterectomy after successful irradiation of an 
otherwise inoperable case is hazardous and does not promote 
the best interests of the patient. 

(6) Results of irradiation in cancer of the cervix may 
remove this class of cases from the surgical field, although 
we have not yet completely yielded this point. 

(7) Cases of cancer of the fundus, unless too far ad- 
vanced, or unless there is a critical surgical contraindication, 
should be submitted to hysterectomy, followed, from fourteen 
* twenty-one days later, by a light irradiation of the vaginal 

ornix, 

(8) Massive irradiation is dangerous immediately before 
os aoe an operation, or when employed in fresh operative 

elds. 

(9) Frequent repetitions of irradiation are probably un- 
necessary and possibly hazardous. The chief blow is struck 
at the first application. In no case that has required three 
successive treatments has there been a recovery. 

(10) The frequency of irradiation fistulae may be re- 
duced to a minimum or almost completely avoided by the 
application of a well-placed vaginal pack, which pushes the: 
healthy tissues away from the zone of intensive irradiation. 


Surgery of Renal Tuberculosis. Epwarp STAR Jupp and 
ALBERT J. SCHOLL, Rochester, Minn. Annals of Surgery, 
March, 1924. 

Eight hundred and seventy-four patients with renal tuber- 
culosis were treated surgically. Nephrectomy was performed 
on 863, and an exploratory operation only on nine. Com- 
plete post-operative data were obtainable concerning 611 pa- 
tients. Usually complete lumbar nephrectomy was perform- 
ed. In a few instances, transperitoneal nephrectomy was 
performed or the peritoneal cavity was opened, while the 
kidney was being removed by the lumbar route; such con- 
tamination of the peritoneal cavity markedly increases the 


_ operative risk. 


In the presence of a perinephritic abscess, removal of the 
kidney and drainage of the abscess at the same time increases 
the operative risk. Two of eight patients died following 
such procedures. None of the eight patients died on whom 
the two-stage operation was performed. 

‘In eighteen cases of bilateral infection one kidney was 
removed. Four patients died from anuria immediately after 
the operation, and ten died during the next eighteen months. 

Twenty-three patients (2.7 per cent. of 845 who had had 
unilateral nephrectomy) died the first month after operation. 
One hundred ninety-one (31.2 per cent. of the 611 patients) 
are dead; 358 (58.6 per cent.) are completely cured on an 
average of four years after operation, and sixty-two (10.1 
per cent.) are still having urinary trouble. 


Leukoplakia of the Bladder and Its Radical Treatment. 
(La leukoplaise vesicale et son traitement radical). Li 
VircHI, Naples. Journal d’Urologie, December, 1923. 

The observations presented are based on twelve cases, 
eleven of which were in men. The diagnosis depends upon 
cystoscopy. Hematuria is an uncommon and cystitis a com- 
mon symptom. The principle positive signs are urinary re- 
tention, polyuria, and bacteriuria. The treatment is the 
treatment of syphilis which is probably the underlying cause. 

Intravenous neosalvarsan, cyanide of mercury (1 cc. of a % 

per cent. solution), and iodides intramuscularly are admin- 

istered. Commence with 0.15 gms. of neosalvarsan dis- 
solved in 10 cc. of sterile distilled water, to which is added 
several drops of ether. Repeat the dose in a week. The two 
following weeks, give 0.30 gms. each time, and so on up to 

0.90 during the last 2 weeks. Each injection of neosalvarsan 

should be followed by two injections of cyanide of mer- 

cury at 3 day intervals, and a weekly injection of iodides. 

A total of 12 intravenous neosalvarsan injections, 24 (in- 
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travenous) of cyanide of mercury, and 12 (intramuscular) 
of iodides are thus given. : 

The therapeutic result was an immediate clearing of the 
urine of pus and bacteria, and a rapid cure as controlled by 
roentgenogram. 


Two Cases of Osteosarcoma in One of the Long Bones 
of the Knee-Joint, with Large Resection of the Bone. 
Ernst TENGWALL. Acta Chirurgica Scandinavica, 
March, 1924. 

In the first case the growth was localized to the lower por- 
tion of the femur, in the second case to the upper extremity 
of the tibia. In both cases Tengwall was able to preserve 
both the leg and the foot by making an extensive resection 
of the diseased end of the bone as well as excision of the 
_ knee-joint. 


Chirosoter as a Substitute for Rubber Gloves. (Uber 
Chirosoter als Ersotz des Gummihandschuhes). K. Vocr- 
LER, Berlin. Archiv fiir Klinische Chirurgie, Volume 
128, 1924. 

Recommended by Klapp and D6nitz (Deutsche med. 
W ochenschrift, 1907, 34) chirosoter is a solution of wax and 
similar substances in carbon tetrachloride. It is sprayed or 
poured on the dry hands and vigorously rubbed in. Vogler’s 
extensive experiments show that bacteria adhere poorly to 
the surface which has been covered with chirosoter, that the 
compound quickly kills large quantities of bacteria, and also 
prevents the growth of bacteria. While new good rubber 
gloves are better, chirosoter is an excellent substitute when 
the expense of gloves and the necessity of rapid sterilization 
’ of the hands are considerations. 


Book Reviews 


Operative Surgery. Covering the Operative Technic In- 
volved in the Operations of General and Special Surgery. 

By Warren Stone BickHaM, M.D., F.A.C.S., New 
York City, Former Surgeon in charge of General Sur- 
gery, Manhattan State Hospital, New York, Former 
Visiting Surgeon to Charity and to Touro Hospitals, 
New Orleans, etc. In six octavo volumes totaling ap- 

' proximately 5400 pages; 6378 illustrations. Separate 


Desk Index volume. Volume I; 850 pages; 921 illustra-' 


tions. Volume II; 877 pages; 1008 illustrations. Volume 
III; 1001 pages; 1330 illustrations. Philadelphia and 
London: W. B. Saunpvers Company, 1924, 

Bickham’s single-volume work on Operative Surgery, 
of which the third edition appeared in 1908, seemed to 
us by far the most satisfactory, if not indeed in all re- 
spects the best, among contemporary works in the Eng- 
lish language. We have always turned to it first for 
information, for its description of operations contained 
details concerning indications, technics, anatomical land- 
marks, and comments that no other book presented so 
systematically and so precisely. 

This six-volume work might be regarded as a fourth 
edition of the earlier one, for such at the onset it was 
intended to be. It so grew and expanded, however, 
under the author’s pen, that it must be regarded as an 
altogether new work, having little in common with ts 
predecessor, beyond the splendid schema for the de- 
scription of operations—a method that could scarcely be 
improved upon. 

One would have to thumb over one of these volumes 
—leisurely and reverently—to acquire a fair notion of 
the scope and contents of this work, of the manner of 
its presentation, textually, pictorially, typographically. An 
effort to describe it, however liberal in the use of super- 
latives, would probably fail; and we shall attempt no 
actual description, lest we fall short of doing justice to 
the work and its author, of paying adequate tribute to 
the splendid product and to the zealous producer. 

“Monumental” is the only word we can think of as 
adequate for this Operative Surgery. We know of no 
other work on this subject in any language that ap- 
proaches it. Nor, for that matter, do we know of any 


other surgical work by a single author as extensive and 
as attractive. Mere figures will tell little concerning its 
merit, but they will convey a notion of its completeness; 
6 large volumes, and an index volume; 5500 pages; over 
2,000,000 words; over 6300 illustrations drawn by a staff 
of 46 artists. “The more than 6300 drawings,” says the 
author in his preface, “were made by these 46 artists in 
27,780 hours—their work continuing over a period of 
three years, eleven months and twenty-four days. At 
times as many as ten artists were working in the home 
of the author simultaneously—some coming at eight in 
the morning and some not leaving until eight in the 
evening—and many a night passed and daylight came 
upon the uninterrupted and sleepless labor of text- 
writing, for the progress of the work—or of picture- 
preparation and planning, for the artists—to be followed 
by days of shoulder-hovering, from chair to chair, to 
aid in explaining—or unraveling or correcting—or re- 
making some difficult picture problem.” And in the ten 
years during which the book was in preparation how 
many nights, indeed, must have seen “the uninterrupted 
and sleepless labor of’ text-writing,” how many weary 
daylight hours the vast task of searching books and jour- 
nals for original descriptions of technic! For, although 
bibliographic references are not included, it is quite evi- 
dent that wherever possible Bickham has gone to the 
original to secure a surgeon’s exposition of the purpose, 
indications and steps of his operation. 

Large as this work is, it does not, nor was it intended 
to, describe all the operations upon ali the tissues. If it 
did—and were that possible—it would be an encyclopedia, 
but not a serviceable treatise. It is not limited, however, 
to the operations of general surgery. It is planned to be 
of service—and for many years to come—to physicians 
and surgeons, occasional as well as experienced opera- 
tors, remote from as well as in the cities; and so it in- 
cludes the important and the common operations of oph- 
thalmology, otology, rhino-, pharyngo-, and laryngology, 
urology, gynecology, obstetrics, orthopedics. Thus, vol- 
ume three is devoted to operations on the eye and acces- 
sory structures, the nose and nasal sinuses, the ear and 
accessory structures, the mouth, pharynx, cheek, neck, 
breast, chest, lungs, mediastinum—all richly and beau- 
tifully illustrated; and, too, it contains descriptions and 
illustrations of, for example, the various methods of di- 
rect laryngoscopy, the extraction of teeth as required in 
the course of other operations. And thus, in volume 
one, 350 pages are devoted to General Procedures (prep- 
arations for operation, sterilization, asepsis and antisep- 
sis, materiel and their preparation, instrumentarium, an- 
esthesia, general operative technic,— wound care and 
dressings, post-operative treatment, etc.). The rest of 
this first volume is concerned with General Operative 
Surgery—skin grafting, plastic surgery, transplantations 
of tissues and organs, paraffin prostheses, amputations, 
artificial limbs, resections and excisions of bones and 
joints. General Operative Surgery (bloodvessels, glands 
and lymphatics, fasciae, muscles, bursae, bones, joints,) 
is continued in volume two, which also includes the op- 
erative surgery of skull and brain, spine and cord. 

Each operation is titled to indicate clearly the nature 
of the procedure, the structures involved and the name 
of the surgeon who devised it. With each method de 
scribed the purpose of that particular method, or the 
conditions under which it is suitable, are likewise clearly 
stated. The descriptions of the operations follow 4 
methodic system of exposition, as in Bickham’s earlier 
work: Description, Position (of the patient), Landmarks 
(and Anatomical Considerations), Incision, Operation, 
Comment. Where needed, other paragraphs are intro 
duced, such as Instruments. 


It is a pleasure to find a medical work so carefully 
indexed. We refer to the index at the end of each vol 
ume, in which every subject appears under the various 
word or name titles by which one might, with reasot, 
look for it—in short an adequate system of cross-index- 
ing. In addition there are: an index, or summary wi 
page numbers, at the head of each chapter; an adequate 


| 

: 
um 

| 
: 
met 
: 
var 

Sect 
was 

DN 

pea 
: 
an 
: 
= 
insu 

eve! 
k 
the 
uter 

Pury 


IL, 1924 


ye and 
ing its 
eness: 
> Over 
a staff 
ys the 
ists in 
iod of 
s. At 
home 
ght in 
in the 
came 
 text- 
icture- 
llowed 
air, to 
or re- 
he ten 
n how 
rupted 
weary 
d jour- 
though 
te evi- 
to the 
ir pose, 


tended 

li it 
lopedia, 
wever, 
1 to be 
‘sicians 
opera- 
>» it in- 
oph- 
zology, 
1S, vol- 
acces 
ar and 
, neck, 
beau- 
ns and 
of di- 
ired in 
volume 
(prep- 
ntisep- 
1m, an- 
re and 
rest of 
erative 
tations 
tations, 
es and 
glands 
joints,) 
the op- 
nature 
> name 
de- 
or the 
clearly 
llow 4 
earlier 
dmarks 
-ration, 
intro- 


irefully 
ch vol- 
various 
reason, 
-index- 
with 
lequate 


Vor. XXXVIII, No. 4. 


Book REvIEws. 


AMERICAN 
JourRNAL oF SuRGERY. 95 


table of contents in each volume and a general table in 
the first volume; and a separate general index volume 


(to be published); and, finally on the back of each vol- © 


ume are stamped its contents in gold letters. 
We look forward eagerly to the appearance of the 
other three volumes. 


Local Anesthesia. Its Scientific Basis and Practical Use. 
By Pror. Dr. Hernrich Braun, Obermedizinalrat and 
Director of the Kgl. Hospital at Zwickau, Germany. 
Translated and edited by Matcotm L. Harris, M.D., 
Professor of Surgery, Chicago Polyclinic; Chief Sur- 
geon, Alexian Brothers Hospital; Surgeon to the Hen- 
rotin, Polyclinic and Passavant Hospitals, Chicago, III. 
Second American from the Sixth Revised German Edi- 
tion. Octavo; 411 pages; 231 illustrations in black and 
colors. Philadelphia and New York: Lea & FEsicER, 
1924. 

Professor Braun has been preeminent in the extension of 
jocal anesthesia to various types of operations and for vari- 
ous regions and in the standardization of local anesthesia 
methods; and his book, which first appeared in 1905, has 
always been much quoted. Ten years have elapsed since 
the last edition appeared in English. Since then much has 
developed in local anesthetics, both regional and of the 
various spinal types, and the book has meanwhile gone 
through three further editions in German. This excellent 
second American is irom the sixth German edition, which 
was reviewed in the JOURNAL, September, 1921. It follows 
closely the German text, to which editorial notes have been 
added here and there. As in the original, the illustrations 
are excellent and numerous. 


A Combined Text-book of Obstetrics and Gynecology. 
By J. M. Munro Kerr, M.D., F.R.F.P. and S$. (Glas.), 
Professor of Obstetrics and Gynecology, Glasgow Uni- 
versity (Muirhead Chair); etc.; James Haic Fercu- 
son, M.D., F.R.C.S. (Edin.), Gynecologist, Royal In- 
firmary, Edinburg; etc.; James Younc, D.S.O., M.D., 
F.R.C.S. (Edin.), Assistant-Physician, Royal Maternity 
Hospital, Edinburgh; etc.; and JaMes Henpry, M.A., 
B.Sc., M.B., Senior Assistant to the Muirhead Profes- 
sor, University of Glasgow; etc. Octavo; 1006 pages; 
474 figures. New York: WiLL1AM Woop & Company, 
1923. 

The work of these Scotch authors will probably not ap- 
peal to American readers. It combines in one volume ob- 
Stetrics and gynecology. The advantage and logic of so 
doing are questionable. The illustrations are borrowed to 
a great extent from other books by Kerr and by Young. 
The description of urinary surgery and of rectal surgery 
is irrelevant and, moreover, scanty. One hopes to find in 
a modern text book of gynecology a good discussion and 
description of the relation of cystoscopy to the adjacent 
organs; this is lacking. The Rubin test to determine by 
insufflation the patency of the Fallopian tubes, the most im- 
portant contribution to gynecology im recent years, is not 
even mentioned. In general the book is not up to the 
high standard we expect of a newcomer in an old field. 


Die Roentgenbehandlung Des Uteruskarzinoms. Von 
Dr. Med. Et Phil. Herman Wintz, O. Professor, Direktor 
der Universitaets-Frauenklinik Erlanger. Mit 50 Licht- 
drucktafeln. Leipzig: Georg Thieme, 1924. 

This is really a small atlas, showing by fiity illustrations 
the technic of the Seitz-Wintz method for the treatment of 
uterine carcinoma. It is based on their results, which would, 
according to them, indicate that a maximum of 110% of the 
skin erythema dose is necessary at the particular depth for 
the successful treatment of uterine carcinoma. Their method 
of treatment consists in the use of small portals of entry 
directed by a cross-firing system to the growth. Though the 
purpose of the volume is accomplished both by the illustra- 
tions and the short and concise text, it must not be concluded 
that this method of treatment has been generally adopted as 


the best treatment for uterine carcinoma. There are many 
who contend that the results obtained by the Seitz method 


are in no way superior, and others, that they are inferior 
to the methods which utilize large portals of entry. The 
important objection to this method of treatment is the total 
dependence upon the «x-ray as the therapeutic procedure. It 
is now generally conceded that the combination of radium 
and x-ray give the best and most permanent results. The - 
statistics with which Seitz supports the contention that this 
is the best method of treatment consists of 336 cases fol- 
lowed for periods of two to four years after treatment. 
These cases are divided into two classes; those whose social 
status were such that the satisfactory after-treatment could 
be employed, and those in which no such after-cure could 
be observed. He contends that this makes a very great 
difference in the end-result ; and the figures that he gives are 
as follows :— 

Forty-one per cent. of the patients were alive at the end of 
four years, 424% at the end of three years, 4214% at the 
end of two years; while in those cases in which the proper 
after-care could not be observed, there were 15% alive at 
the end of four years, 22% at the end of three years, and 
19% at the end of two years. If this artificial and arbitr. 
division is disregarded, and the cases are summed up, it is 
found that but 25% are alive at the end of four years, 22% 
at the end of three years, and 29% at the end of two years. 
This book will serve those interested in the particular technic. 


Hemorrhoids. Their Etiology, Prophylaxis and Treat- 
ment by Means of Injections. By ArtrHur S. Mortey, 
F, R. C. S., Eng.; Late Temporary Assistant Surgeon 
to St. Mark’s Hospital for Cancer, Fistula, and other 
Diseases of the Rectum. Small octavo; 114 pages; illus- 
trated. London: Henry FrowpeE Hopper AND 
Stoucuton (Oxford Medical Publications), 1923. 

This short monograph is an exposition of the injection 
treatment of hemorrhoids—especially of the author’s tech- © 
nic—with which he has had a very large experience, and 
which he distinctly favors. He uses a 20% solution of car- 
bolic acid in equal parts of glycerine and water; others have 
usually employed only a 10% phenol solution, often in com- 
bination with witch hazel extract, and Hirschman in this 
country uses a 5-10% solution of quinine-and-urea hydro- 
chloride. Morley finds that, with this strength of solution, 
an average of four injections is needed to effect a cure, 
and he usually injects all the hemorrhoids at each sitting. 
He reports the method as effectual, and he has had no 
serious ill-results. He records one case of abscess forma- 
tion, none of sepsis, nine of secondary hemorrhage only 
one of which gave any real anxiety. Sloughing of the 
mucous membrane he has found only “a slight complication 
which is occasionally met with after injection.” It is this 
sloughing that causes secondary hemorrhages, as Morley 
states; but his percentage of secondary hemorrhage in over 
3000 injection cases he gives as 0.25, with which he con- 
trasts a percentage of 2.7 in 300 operations by the ligature, 
clamp and cautery, and Whitehead methods in the same 
hospital. 

Probably because it was the method employed by quacks 
and unethical practitioners the occasional serious sequellae 
of injections have been emphasized and the procedure has 
been frowned upon by most surgeons. It must be admitted 
with Morley that the more generally practiced operations 
are by no means free from danger. 


Der Darmverschluss und Die Sonstigen Wegstérungen 
Des Darmes. Von Pror. Dr. Braun, Chirurgischer 
Direktor, und Dr. W. WortMann, Ehemaliger Ober- 
arzt, am Stadtischen Krankenhause im Friedrichshain 
Berlin, Unter Mitarbeit von Dr. N. Brascu, Oberarzt 
am Stadtischen Krankenhause im Friedrichshain Berlin. 
Octavo; 717 Seiten; 315 Abbildungen. Berlin: JULIUS 
SPRINGER, 1924. 

The authors point out that it is now 16 years since the 
appearance of Wilms’ “der Ileus” which has been the out- 
standing work on intestinal obstruction. They have there- 
fore added the description of the experimental advances 
made since then in the physiology, chemistry, and pathology 
of intestinal obstruction. They have added also the cases 
in their own rich experience of 320 operative and 30 non- 
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operative cases, as well as about 400 operative cases of A. 
Neuman of the same hospital. Selected cases from this 
group and from the literature are given frequently through- 
out the volume to illustrate the various types of obstruc- 
tion, and are accompanied in many instances with illustra- 
tions. The book is written from a distinctly surgical point 
of view, and the surgical indications and treatment are 
dealt with in detail. The bibliography is extensive and the 
work is encyclopedic. 


Emergency Operations for General Practitioners on 
Land and Sea. An Illustrated Manual of Procedure 
and Technic. By H. C. Orrin, O.B.E., F.R.C.S. Ed.; 
Surgeon, Ministry of Pensions Orthopedic Hospital, 
New-Castle-on-Tyne; Late Civil Surgeon to the 3rd 
London General Hospital. Octavo; 135 pages; illus- 
trated. New York: WiLL1AM Woop & CoMPANY, 1924. 
To the extent that a volume of 135 pages can describe 
urgent operations well enough to assist the general practi- 
tioner who is confronted with an emergency this book will 
be useful. It will better serve to aid in jogging the memory 
of a surgeon who has had previous training. 


Surgical Emergencies. By Russet, Howanrp, C.B.E., M.S., 
'.R.C.S., Surgeon, London Hospital; Senior Surgeon, 
Poplar Hospital; Lecturer on Surgery and Teacher of 
Operative Surgery, London Hospital Medical College. 


& CoMPANY, Iy24. 
This is a description of the symptoms and treatment of 
emergency surgical conditions seen in general practice. It 
essays to teach in a few pages the inexperienced physician 
to diagnose and treat emergency major surgical conditions 
even of the sort that he may never have seen previously. 


Das Panaritium. Von Professor Dr. M. Zur Vertu, 
Regierungsmedizinalrat, Abteilungs-Oberarzt am Ver- 
sorgungskrankenhaus Altona, Hamburg. Octavo; 104 
Seiten; 27 Abbildungen. Berlin: JuLius SPRINGER, 1923. 

The infections of the fingers and hand, deep and super- 
ficial, are taken up in this monograph. It will serve in a 
degree to bring to the German physician what Kanavel has 
brought to the English reader. Although it suffers in com- 
parison with Kanavel’s work, on infections of the hand it is 
still a book of value, and in addition gives the various Ger- 
man viewpoints. 


The Heart. Its Physiology, Pathology and Clinical As- 
pects. By Se,ian Neunor, B.S., M.D., Associate At- 
tending Physician and Chief of Cardiac Clinic, Lebanon 
Hospital; Consulting Cardiologist, Broad Street Hos- 
pital, New York. Octavo; 300 illustrations. Philadel- 
phia: P, BLakiston’s Son & Co., 1923. 

_ This new work on the heart is sufficiently exhaustive and 
is also one of the most readable books of recent publication. 
The chapters on embryology, anatomy and physiology are 
especially well prepared and in a very clear manner present 
the newer conceptions of the nerve control of the heart. The 
various graphic methods of cardiac investigation receive 
adequate attention, while avoiding a tiresome detail. In two 
chapters devoted especially to the electrocardiogram, the 
basic theories are set forth and the principles of the inter- 
pretation of the electrocardiogram are so clearly presented as 
to be intelligible to the average medical reader, a feature not 
characteristic of many treatises of this subject. For those 
especially interested in the subject a carefully selected biblio- 
graphy is appended. 

The clinical chapters are concisely and well presented, 

amply illustrated by cases drawn from the author’s extensive 

experience. Details of therapy occupy a prominent place. 
Part II consists of a series of Cardio-vascular Clinics 
drawn from the author’s teaching clinics. Since the essential 
points might well have been incorporated in the preceding 
text to better advantage this appears to be an unnecessary 
repetition. These clinical reports seem to be lacking in many 
points essential for diagnosis. The reviewer was unable to 


the retinal arteries and the examination of these arteries. It 
would seem that there has been a too free application to the 
diagnosis “hypertension without cardio-vascular disease” 
without adequate search for etiological factors. 


Duodecimo; 210 pages. New York: LonGMANS, GREEN ° 


find a single reference in the entire book to the condition of . 


Methods in Medicine. The Manual of the Medical Ser- 
vice of Grorce Docx, M.D., Sc.D. By Georce R. 
HerrMan, M.D., Pu.D., Instructor in Medicine, Uni- 
versity of Michigan; etc. Octavo; 521 pages; illus- 
trated. St. Louis: C. V. Mossy Company, 1924. 

This book describes the routine of Professor Dock’s 
services at the Robert Barnes Hospital. It gives to physi- 
cians everywhere the accumulated and current experience 
of a model medical service. It must become, in its present 
and future editions, a vade mecum for internes throughout 
the country. 

The book is divided into five parts: Part I gives the ad- 
ministrative duties of the Medical and House Staff, as used 
at Barnes’, and will be found suggestive as well as helpful 
to internes on surgical andl medical staffs everywhere. Part 
II on Laboratory Methods is a well selected description of 
tested laboratory technic, so classified as to prove readily 
available. The information is collected from modern jour- 
nal and other literature. Part III on Dietetic Methods 
makes readily available in useful form the information 
frequently needed in daily practice. Part IV on Therapeu- 
tic Methods is an excellent compendium of such procedures 
and well expressed directions for the handling of medical 
crises. Part V consists of a series of Charts and Records 
which are a model of completeness and clearness. 

Few hospitals have the facilities outlined in this book. 
Their concise presentation is a stimulating standard and 
may prove a useful implement to physicians in procuring 
needed equipment from hospital trustees. No one who reads 
this book can escape the conviction that careful records 
bespeak thorough methods and that in well chosen routine 
lies the safety of the patient. It is routine plus—, which 
counts. 


Progressive Medicine: A Quarterly Digest of Advances, 


Discoveries and Improvements in Medical and Surgical 
Sciences. By Hoparr Amory Hare, M.D., LL.D., 
Professor of Therapeutics Materia Medica and Diag- 
nosis in the Jefferson Medical College, Philadelphia; 
Physician to the Jefferson Medical College Hospital; 
one time Clinical Professor of Diseases of Children in 
the University of Pennsylvania; assisted by LreicHTon 
F. AppLeEMAN, M.D., Instructor of Therapeutics, Jef- 
ferson Medical College, Philadelphia; Ophthalmologist 
to the Frederick Douglas Memorial Hospital, etc. Vol- 
ume I, March, 1924. Surgery of the Head, Neck and 
Breast; Surgery of the Thorax, excluding Diseases of 
the Breast; Infectious Diseases, including Acute Rheu- 
matism, Croupous Pneumonia and Influenza; Diseases 
of Children; Rhinology, Laryngology and Otology. 
Philadelphia and New York: Lea & FEBIGER, 1924. 

Well balanced and judicial is the selection and presenta- 
tion of recent literature in this first volume of the year’s 
“Progressive Medicine.” It is refreshing to re-read the 
journals with the critical comments of a Frazier, Miiller, 
Bloomfield, M’Lean or Sewall. 

The digests in “Progressive Medicine” are not only help- 
ful annual summaries to workers in the special fields re- 
viewed, but they are indispensable to students of other sub- 
jects who wish to keep abreast. As they appear, the reviews 
deliberately show the gaps in our knowledge and unques- 
tionably they stimulate as well as record progress. 


The Antidiabetic Functions of the Pancreas and the Suc- 
cessful Isolation of the Antidiabetic Hormone-Insu- 
lin. By J. J. R. MacLeop, Professor of Physiology, 
University of Toronto; and F. G. Bantine, Research 
Professor, University of Toronto. Duodecimo; 69 
pages. St. Louis: C. V. Mossy Company, 1924. 

This is the second monograph of the Wayne County Medi- 
cal Society Beaumont Foundation Lectures. It consists of 
two addresses by MacLeod and one by Banting delivered in 
Detroit in January, 1923. The content of these is familiar 
as the romance of insulin to those who have heard these 
lectures elsewhere or read them in medical journals. It is, 
however, pleasing to have in book form this authoritative 
account of a remarkable piece of physiologic research, of 
the greatest contribution to therapy that has come to medi- 
cine in many years. ) 
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